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A 74-year-old man presented for insertion of a peritoneal
dialysis (PD) catheter for management of his end-stage renal
disease secondary to chronic analgesic use. After undergoing
urinary catheterization and general anesthesia, he received
insertion of a Tenckhoff swan-neck double-cuff catheter by a
standard blind implantation procedure. Catheter patency was
confirmed by satisfactory inflow and outflow of dialysate in
the operation room. A plain abdominal radiograph demon-
strated the catheter tip in the left lower pelvis. His immediate
postoperative progress was normal.
On the second postoperative day, he developed nausea,
abdominal distension, and dull abdominal pain with normal
vital signs. Physical examination revealed a distended
abdomen, hypoactive bowel sound, diffuse abdominal
tenderness, and moderate rebound pain. Laboratory tests
disclosed the following values: white blood cell count,
8200 per mm3 with a differential of 79% neutrophils
and 9% lymphocytes; sodium, 133mequiv./l; potassium, 5.3
mequiv./l; calcium, 8.0mg/dl; phosphate, 5.7mg/dl; blood
urea, 88mg/dl; serum creatinine 7.8mg/dl; amylase 212U/l;
glucose 92mg/dl; and C-reactive protein 2.8mg/dl. An
abdominal plain film showed no change of catheter position
and marked gaseous distension of bowel loops (Figure 1).
Double-contrast enhanced computed tomography (CT) of the
abdomen showed no intestinal obstruction or perforation but
a worrisome finding (Figure 2).
What is the worrisome finding on CT, and how will you confirm the diagnosis at the bedside?
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Figure 1 |Marked ileus and normal catheter tip position. Figure 2 |Abdominal CT scan.
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The Diagnosis | Urinary bladder perforation by
peritoneal dialysis catheter
Abdominal CT showed the tip of the PD catheter within
the urinary bladder. Bedside dipstick urine test showed
marked glucosuria. The immediate presence of blue urine in
the urinary bag after instillation of methylene blue-stained
PD solution confirmed the intravesical penetration of
PD catheter (Figure 3). The PD catheter was removed and
a Jackson–Pratt drain was left in the peritoneal cavity. Two
weeks later, this patient fully recovered from this complica-
tion and then transferred to maintenance hemodialysis.
Bladder perforation is a rare mechanical complication of
PD catheter insertion.1 Routine urinary catheterization
before surgery can prevent patients unable to empty their
urinary bladder completely from such an accident.2,3 PD
catheter insertion by a blind percutaneous method is safe for
most patients. However, it has been recommended to place a
PD catheter surgically, laparoscopically, or fluoroscopically to
minimize the risk of organ perforation.4,5 The clinical
presentation of bladder perforation by PD catheter is
variable. It may manifest with immediate return of urine
through the catheter during operation, a silent period with
good catheter function until a large amount of infused
dialysate produces urinary urgency, or symptoms resulting
from urine leakage and local inflammation, such as urinary
peritonitis and ileus.5 The diagnosis can be confirmed by
urine discoloration after instillation of dye-stained dialysate,
cystogram, or cystoscopy.2,3 Therapy for the perforated
bladder consists of removal of the PD catheter, decompres-
sion of bladder, drainage of intra-abdominal urine, repair of
the fistulous tract, and a rest time from PD.5 Reinstitution of
PD is feasible in these patients.4
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Figure 3 |Methylene blue-stained dialysate in the urinary bag.
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